A Case of Pneumonotomy for Foreign Body.
By THOMAS H. KELLOCK, M.C. THE fortunate rarity of the necessity for; such a serious operation as that of cutting into the substance of a lung for the removal of a foreign body, and the paucity of records of such where the condition was not associated with the presence of empyema, make me think that the history and records of the case I am showing this evening cannot fail to be of interest. In this case, as will be seen, every effort had been muade to remove the pin through the trachea. These not having been successful, there seemed to be only two courses open: One might have awaited the formation of abscess and empyema with the hope that the pin would have found its way into the pleura and have been removed when the empyema was opened; the alternative being direct incision into the lung through an opening in the chest wall. Realizing what great danger the child would run by adopting the former of these courses, and remembering how seriously and permanently the lung in such cases is damaged, even if the patient escapes with his life, I thought it best, after advising the parents of the severity of its performance, to make an effort to remove the pin by a direct incision.
The patient is a little boy, who at the time of the accident was aged 41. He was brought to the Middlesex Hospital on June 3
of this year from Lincolnshire, to be under the care of my colleague, Mr. Somerville Hastings. The history given was that four days previously he had swallowed (as it was termed) a shawl pin about 2 in. long. When admitted he appeared to be in good health, and there were practically no abnormal signs to be found in the lungs. A skiagram showed the shadow of a pin at the level of the third rib on the right side, apparently in the right bronchus, with the point upwards. The day after admission Mr. Hastings tried to remove the pin through a bronchoscope. It was seen and grasped several times with forceps, but efforts to extract it were unsuccessful. This operation was followed by a good deal of rise of temperature and some consolidation at the base of the right lung. On June 12 a low tracheotomy was performed, and an endeavour made to remove the pin by means of the bronchoscope passed through the wound and also through the larynx, and on June 15 and on June 19 this was again attempted, but without success.
As Mr. Hastings was leaving London, he kindly transferred the child to my care on Junae 22. The tracheotomy wound was then closing, but there was a good deal of emphysema about the neck and thorax. The child's general condition was quite good,,#but he had a, slight cough, and the breath was rather offensive. A skiagram taken at this time showed the pin to be lying further down towards the diaphragm than on the previous occasion.
On June 24, under an aneesthetic and with the aid of a fluorescent screen, I made an attempt through the tracheotomy wound to remove the pin by means of instruments made out of gum-elastic catheters with the stylet protruding through a cut end and sharply turned over. With one of these I thought I succeeded in grasping the pin, but even on using a fair amount of force it could not be moved, and apparently the instrument frequently passed into different channels to that occupied by the pin. Mr. Lyster at this time localized the pin lying almost vertically, with the head apparently about I in. above the diaphragmatic surface of the right lung.
On July 3 the tracheotomy wound was closing again and no air was entering through it; the child had a slight cough but no expectoration. The breath was offensive, and he was slightly anawmic; otherwise he appeared to be in fairly good health, and on this day the open operation was performed. Mr. Apperly ansesthetized the patient rather deeply. He was turned over on to the left side, and the whole of the back of the right chest painted with tincture of iodine. The marks on the chest wall which had been used for the purpose of localization were still visible, and were used as guides as to the level at which to open the chest. A square flap, consisting of skin and muscles, measuring about 4 in. in width and depth, was then reflected backwards, the edges of the flap being parallel to the direction of the ribs, and the posterior ends of the upper and lower incisions reaching to within about an inch of the middle line of the back. After the bleeding had been arrested four of the exposed ribs were divided subperiosteally at the anterior part of the wound. The deep muscles of the back were then retracted towards the middle line, and the same ribs cut with bone forceps as far back as they could easily be reached, the forceps being passed close above and below the bones; the intercostal muscles and pleura were then divided along the anterior ends of the cut ribs in the whole length of the wound. Air entered freely into the pleural cavity without any serious effect on the patient, but just at this stage he coughed and brought up some very offensive pus. He was soon comfortable again, and the 66 Kellock: Case of Pneumonotomny for-Foreignt Body operation was continued by dividing the intercostal muscles and pleura, above and below the divided ribs, and then the flap consisting of ribs, intercostal muscles and pleura turned comlpletely backwards on the hinge form-led bv the posterior sections of the ribs. A window about 3 in. square was thus mnade into the pleural cavity. The lung was seen to be collapsed and fallen away froimi the wound, and the diaphragm bulged strongly upwards at each expiration, and had to be kept down by a flat retractor whilst the lung was being exami-iined. A few fine adhesions between the lung and pleura were found posteriorly, but were not sufficient to hold the lunlg against the chest wall, and were quite easily b)roken away. A finger was passed under the lung between it and the (liaphragin, and at about the centre of the diaphragmlatic surface it was thought that a hard spot could be detected in the substance of the lung. Two silk sutuires were then passed by mneans of round-bodied needles through the edge of the lung to hold it in position against the chest wall, but they were not fotind to be of muLich assistance. Pushing the lung upwards it was possible to see its un(ler surface, and just where the hard spot had been detected an incision was made into the substance of the lung about I iln. to 3 in. deep. This was followed by very slight hrnmmorrhage. On passing the tip of the finger into the wound the lung receded so mnuch on the least pressure that nothing could be felt. Two fingers of the left hand were then passed into the sulcus between the middle and lower lobes of the lung, and the lower lobe pulled outwards atnd steadied. I)irectlv this was done the tip of the finger of the right hand in the wound in the lung felt the head of the pin, and it was easily extracted with sinus forceps. It was found to be a steel pin 11 in. in length with a glass head about 1 in. in diamiieter. Ii-immediately after its extraction a little very offensive pus followed it out of the wound in the lung-. One fine silk suture was passed through the edges of the wound in the lung, partially closing it. At this time the child was taking the an,&sthetic fairly well, and the breathing was not very much disturbed. Aftei the cavity and surrounding, parts had been dried the bony flap was rel)laced and secured by silk sutures; some of themii passing through the periosteum to keep the ribs in position. The skin and muscular flap were then sutured with horsehair. A small drainage-tube was inserted at the anterior inferior angle of the wound passing down to where the incision into the lung had been made, the wound dressed, and , gr. m-orphia injected hypodermically.
For the first few days after the operation the child was very irritable and restless. He appeared to be in a good deal of pain, crying out suddenly. The breathing was irregular and jerky, with an occasional slight cough. He was given rather frequent small doses of morphia, but rarely slept more than a very short. time. Very little discharge came from the tube, and it was not offensive after the second day. The temperature began to rise immediately after the operation, and was constantly between 1.01 and 102°F., the pulse and respirations being very rapid (150 to 160 and 44 to 50 respectively). On the seventh day the child appeared to be much' better and more comfortable, the breathing easier and less jerky. . Air could be heard entering the upper and back part of the lung. A few rhoncbi were heard over the back of the left lung, the temperature falling slowly. He was taking food well, and sleeping fairly well without narcotics. From this time onwards recovery was only interrupted by the occurrence of two small spots of necrosis at the anterior ends of the divided ribs. On August 6 an anaesthetic was given, and these removed, after which the wound healed completely. There remained some weakness of the upper part of the right rectus muscle, the result of division of the intercostal nerves. Now the chest moves well, the wound is soundly healed, and air can be heard to enter the greater part of the lung. There is no scoliosis, the child appears to be very well, and not much the worse for his experience.
The literature of foreign bodies in the trachea, bronchi and lungs is extensive, and I have not been able to go through it very thoroughly, but as far as I have gone there seem to be few recorded successful cases of direct incision into the lung tissue through an unaffected pleura for the removal of a foreign body. The presence of an empyema completely alters the physics of the chest, and the operation under those circumstances would be easier and probably more free from immediate risks. The operation I have reported shows how much safer than is usually supposed is the deliberate opening of a healthy pleura and collapsing of a lung, and how such a collapsed lung may be handled and incised with safety. It had been my intention if I succeeded in finding and removing the pin to close the wound completely and aspirate the air from the pleura; the presence, however, of the pus which followed the extraction of the pin compelled the use of a drainage-tube. The case shows, too, I think that if the operation is rendered necessary by failure to extract a foreign body per vias naturales the sooner it is performed the better, so as to avoid the risk of suppuration in the lung. I must not conclude without a word of thanks to the Sister of Broderip Ward, my house surgeon, Mr. Saunders, and dresser, Mr. De Souza, to whose unremitting care and attention a great deal of the successful issue of the case was due.
JA-6b
